Introduction
Vitiligo is the most common depigmentation disorder where the selective destruction of functioning melanocytes causes depigmentation of the skin, hair and mucosal surfaces (Picardo and Taiieb, 2010) 1 . It affects approximately 0.5% to 1% of the population, with an average age of onset at about 24 years, its prevalence appears to be equal between men and women and there is no difference in the rate of occurrence according to skin type or race (Alikhan et al, 2011) 2 . Several etiological factors have been suggested for which the most compelling evidence involves a combination of environmental, genetic and immunological factors interacting to contribute to autoimmune melanocyte destruction (Spritz, 2006) 3 .
In 1991, Cui et al showed that the depigmented skin of vitiligo patients carries residual melanocytes that can be preserved in hair follicles for a long time. These melanocytes are able to act as a reservoir for the repopulation of pigment cells with normal function during disease treatment (Cui et al, 1991) 4 .
According to some authors, epidermal melanocytes are absent in depigmented skin (Abdel-Naser et al, 1994) 5 . According to others, melanocytes and melanin are found in the area of depigmentation even in longstanding vitiligo lesions. Such ambiguous results may to some extent be due to differences in markers and research methods (Tobin et al, 2000) 6 .
Immunohistochemical research on various melanocytic antigen expression in the skin provides important information about melanocyte status in vitiligo lesions. Several different markers have been suggested for melanocyte identification, but none of them show absolute specificity and sensitivity (Pretti et al, 2010) 7 .Melan-A antigen is mostly expressed in melanocytes of the skin and the retina. (Ordóñez,2014) 8 .
The present study was planned to study clinical and pathological alterations both in vitiligo patients.
Material and Methods
This was an observational, cross-sectional study during a period from 2017 to 2018 including 52 clinically diagnosed vitiligo patients presented with hypopigmented lesion attending OPD of Skin & V.D, Department were undertaken for histopathological analysis obtained from skin biopsy.
Patients with partially treated/under treatment patients and poor tissue processing were excluded from the study. The study was approved from the Ethical Committee of the Institute and consent was taken from each participant before including in the study.
Methods
Patient were clinically evaluated and a proper history was taken including patient's age, sex, site, duration, family history, area of community, itching, associated endocrine disorder, associated skin disorder, and clinically examined for the morphological distribution, pattern, and border of the lesion, and looked for signs such as erythema, koebner phenomenon, leukotrichia.
Processing of specimen
Skin biopsy was fixed in 10% buffered formalin solution, and processed, and embedded in paraffin. Paraffin blocks were cut into 4-to 5-micron sections on a microtome and placed on glass slides.
Grossing
The skin punch biopsy or the incisional biopsy were presented intoto and was carefully section to include the epidermis. 
Discussion
In our study, more than one third of patients were between 20-30 years of age (38.5%) followed by 31-40years (13.5%), >40 years (25%), and <20 years (23.1%). The mean age of patients was 29.50±15.94. In this study, more than half of patients were females (57.7%). In a study ( 15 .
This may be attributed to the fact that parents are probably more concerned when confronted with a daughter instead of a son with vitiligo and therefore more likely to consult a doctor (Jaishankar, 1992) 16 .
In our study, the duration of disease was 12-60 months (Intermediate lesion/Sub-acute phase) among more than half of patients (57.7%) followed by >60months (Long-standing lesion/ Chronic phase) (28.8%) and <12 months (Early lesion/Acute phase) (13.5%). In the study by Singh et al (2011) 9 , 40% cases had 1-5 years (12-60 months) duration of disease. More than half of the patients belonged to urban community (69.2%). Rajpal et al (2008) 10 observed that 64.0% patients were from urban areas. In our study, the most common affected site was lower limb (75% 24 found that Koebner sign was found to be present in 42 % of patients. In our study, Leukotrichia was present in one third of patients (34.6%).In this study, Itching was present in more than one third of patients (48.1%).In the present study, Regular border was present in approximately one third of patients (32.7%). Erythema was present in one third of patients (30.8%) in this study. In our study, pattern of distribution was symmetrical present in more than one third of patients (46.2% 24 observed the bilaterally symmetrical pattern of distribution was the commonest pattern (in 85 %). In our study, history of associated cutaneous disorders atopic dermatitis was among 11.5% patients and alopecia areata was in 7.6% patients. Agarwal et al (2014) 22 found that atopic dermatitis was in 4.9%. In our study, history of associated endocrine disorders diabetes mellitus was among 11.5% patients and thyroid disorder was in 7.7% patients. Singh et al (2011) 9 found that 12% patients were associated with thyroid disease followed by leukotrichosis (9.5%) and diabetes mellitus (3% 34 demonstrated longstanding disease significant degenerative changes in dermal nerves and sweat glands. The dermal nerves in 41% of patients were completely degenerated and 38% showed some degree of degeneration similar finding were present with our study.
Conclusion
This study indicates the correlation of suspected cases of vitiligo withvarious pathological alterationsturned out to be helpful parameters in making the right diagnosis.
